the femoral head lay over the acetabulum the head was kept off the acetabular floor by infolded capsule, and progressive displacement occurred when extension ceased, It is not often that we have an opportunity of examining such a case nowadays, so I do not hesitate to show you a series of skiagrams illustrating the functional results.
Nearly fifty years ago, Mr. William Adams carried out the treatment described by.Buckmaster Brown upon a doctor's daughter, N. W., who had left-sided congenital dislocation. The treatment lasted several years, but I cannot give you further details. I show you skiagrams taken in 1907, 1909, 1913, 1920. On the left side the femoral head is upon the dorsum ilii: it would be impossible to say by clinical or X-ray examination that any treatment had been carried out. On the right side, the X-ray of 1907 shows a shallow acetabulum, with half the femoral head outside the acetabulum, unsupported by any roof. Such a condition is not infrequent in cases which are, clinically, unilateral: Hoffa maintained that it occurred in 25 per cent. of cases, but it has not occurred so frequently as this in my series. Beyond some flattening of the postero-internal pole of the femoral head and shallowness of the acetabulum the changes are slight. Pain at this time was increasing and functional ability diminishing; in the skiagrams of 1909, 1913, and 1920 progressive osteo-arthritic changes are seen: and now a Baker's cyst, the size of a tangerine orange, is distending the anterior part of the capsule, and the disability is so great that she avoids any walking, standing or stooping. Comparing the two sides, the dislocated hip is painless and, in a very limited way, is a better functional organ than the undislocated hip. I may here remark how difficult it is to standardize hip-joints as functional organs. Range and power of mobility are useful tests but offer unreliable data for estimating the functional results exhibited in walking and standing. I have, during the last ten years, had an opportunity of examining, at the Royal Surgical Aid Society, seventy-nine cases of adults suffering from congenital.dislocation of the hip, in which no operative treatment had been undertaken. In each case, the degree of direction of mobility, the power of mobility, and the degree of displacement were noted. In general terms it may be said that the degree of displacement caused a shortening rarely in excess of 2in.: that functional disability increased rapidly between the ages of 20 and 30, .nd that after 30 a walk of over one mile was rarely voluntarily undertaken-that the direction of displacement influenced functional disability after 30 only slightly. In some cases the functional disability was out of all proportion to the phvsical signs, and the patient was practically house-ridden. Turning to the next period of treatment-the Hoffa-Lorenz method by open exposure and by shaping the femoral head and acetabulum before reduction-I think such results should be considered as nearthroses rather than as successful reductions. However we regard them, the results must be considered poor: in fact, they have been disastrous, adding marked deformity and increasing functional disability. Further, no one has produced clinical and X-ray evidence of permanent functional success lasting, even, in a single case, over a long period of years.
I here show you an X-ray of a right hip, reduced by open operation by the late Mr. Keetley in 1905 in a patient aged 10. Ten years later, functional disability increased, and the accompanying X-ray was taken in 1915. There is now 21 in. of shortening, and functional activity is rapidly diminishing, a result accelerated by canteen work during the war.
X-ray examination of other cases treated by surgeons of undoubted that year. Personally I regret that I have not, and for the reason that the method employed involved much more force and tearing of healthy parts than was subsequently found to be necessary, and partly because of the difficulty of getting satisfactory X-ray records.
In my earlier cases in 1903, reductions were undoubtedly obtained, but inefficient after-treatment and the method of reduction combined to cause the reduction to be unsuccessful owing to failure of retention of the reduced head. In all eighty-one cases have been dealt with, but the difficulty of keeping in touch with hospital patients has been greatly increased by the war and the advanced railway fares. I regret that I cannot to-night show any cases reduced before 1910, but I hope at subsequent meetings to do so and I hope others will do so likewise. In the case of P. J., the dislocation was reduced in January, 1910, at the age of 21. In January, 1912, the legs were equal, 19i in., and function perfect. This case has been observed yearly and X-rays taken. I show you the series; in January, 1920, the legs were equal, 30 in. The functional result is perfect yet the X-ray shows that only three-quarters of the femoral head is covered by an acetabular roof, and the chances of decrease of functional activity between the ages of 20 and 30 are suggested by the osteo-arthritic changes seen in the case of N. W.
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I also show the case of M. B., reduced nine years ago at the age of 4 years 2 months: the functional result is no better than in the preceding case, but the X-ray shows a more perfect joint, and an acetabular roof which fits perfectly over the weight-bearing femoral head. The prognosis for future functional activity in this case appears to be good. M. S. Dislocation reduced in 1910, at the age of 3 years 3 months. I show you the series of skiagrams. The result is functionally perfect and the X-ray shows a femoral head fully covered by a well defined acetabular roof. I see no reason why the reduced joint in this case should not stand the stresses and strains of an ordinary life without showing any degenerative changes. M. G., a bilateral case, reduced in 1910 at the age of 7. The last X-ray was taken in 1916, six years after reduction. Unfortunately she died in 1918 of influenza without my knowledge, and the joints were not preserved. I saw this girl a few months before death: the legs were equal in length and she walked well and free from limp or waddle or pain. The X-ray, however, shows, on the left side a varal deformity of the neck, and of the other, an absorption of the head and neck. I cannot but think that the prognosis of function in such joints is bad, and that this is a class of case in which the benefit will be limited to adolescence and early adult life.
L. B.-Left-sided dislocation reduced ten years ago at the age of 5. The acetabulum was very poorly developed as is shown in the sl1iagram before reduction. The functional result at present is quite good, though there is i in. shortening. The joint movements are good: she walks well, without pain or sense of fatigue. I show you a skiagram taken in June, 1920, ten years after reduction. The acetabulum is still poorly developed and shallow and the femoral head has worn for itself a new socket at the junction of the upper part of the acetabulum and the roof. The prognosis for the ultimate use is not good.
I have endeavoured to place before you the present functional results and X-ray findings of some cases I operated upon in 1910 or about that time which can be traced at present or are available to reexamination and to indicate the lasting capacity of reduced joints as articular organs. Four main principles of treatment result from observations during the course of this inquiry:-
(1) Reduce early.
(2) Reduce gently.
(3) Retain concentrically. Mr. FAIRBANK said that failure to obtain a good functional result in a case in which an anatomical cure had resulted appeared to be due either to A arthritic" changes in the joint or to failure of recovery of the muscles-e.g., adductors damaged at the time of reduction. As regards arthritic changes, these could develop during the later stages of the treatment, subside with rest, and a good result be obtained. Or a more insidious change might take place-" absorptive arthritis" he had been in the habit of calling it, with a gradual wearing away of the head and neck of the femur, and sometimes of the acetabulum as well, with a gradual migration of the femur upwards. Then there were the changes described under the title of "pseudo-coxalgie." These changes did not, in his-experience, interfere with the ultimate perfection of the result. Were the absorptive changes above alluded to an advanced stage of " pseudo-coxalgie," and were both essentially traumatic in origin, and were the arthritic symptoms-e.g., spasm and rigidity-simply the result of a sprain of the joint during convalescence, or was there an infective element at work ? Further investigation was necessary to clear up these points. The fact that arthritis was commoner after "open" than after manipulative reduction, even though the wound in the former healed by first intention, rather suggested infection as the cause. The radiograms were of a case of unilateral dislocation 'reduced by manipulation (at the third attempt) at the age of 9. Ten months later the patient had a fall, and arthritic changes were present for many months afterwards. Though absorption did not occur, a late gradual migration upwards of the femur took place, with poor function. Here were two cases of pseudocoxalgie following reduction and giving good final results, one in a child operated upon at the age of 1 year 8 months, and the other at the age of 51. The latter showed an excellent result over four years later, but the radiogram made him wonder whether the good result would be permanent. The next radiogram was of a bilateral case in which pseudo-coxalgic changes developed on one side and not on the other. The functional result was excellent three years after the operation. It might be of interest to note that damage to the adductors on the affected side was somewhat excessive. The last case was a bilateral one operated on at the age of 7, and showed the typical result of absorptive arthritis with a deplorable functional result. This case had helped him in .deciding that an age limit should be fixed beyond which it was inadvisable to attempt reduction. In this connexion it might be of interest to mention a recent experience. A few weeks ago he had had the opportunity of examining a lady, aged 25, upon whom Lorenz had operated for bilateral dislocation, in Vienna, when she was aged 8-i.e., seventeen years ago. She was under treatment.for two years and, after an interval, for a further year. No radiograms had been taken since the operation. The result was said by the mother -to be a most wonderful cure, particularly for her age. On examination the result was found to be anything but a cure. The trochanters were somewhere near the crests of the ilia, and nothing could be felt of the heads of the femora, and he imagined they had disappeared. Functionally the result was wonderfully good, though by no means perfect. There was no lordosis whatsoever.
She could walk many miles, but did not play games, apparently through disinclination. Trendelenburg's sign was just present on one side, and absent on the other. She stated that she rarely suffered from pain in the hips, but it was notewcrthy that they kept a tame masseuse who g,ave her treatment from time to time! .For obvious reasons a radiogram was not taken, though one had been greatly desired. This case made him wonder whether it would not be possible to cure the lordosis and improve the function in a case above the age limit without attempting a true reduction.
Mr. OPENSHAW drew attention to the fact that cases of congenital dislocation of the hip were now met with at a much earlier age than used to be the case. He had operated on cases of congenital dislocation of the hip by Lorenz's method since 1896. In 1898 he showed cases of cure. After the South African War he published a paper in which he pointed out that Lorenz's method did not cure every case of congenital dislocation of the hip, owing to anteversion of the neck or imperfect reduction, subsequent contraction of the adductors, or other causes. He agreed with the President's statement that osteo-arthritis usually began, and became aggravated, between the ages of 20 and 30, and at the latter age it was not unusual for a patient to be able to walk only a quarter of a mile. If the cases were met with between 3 and 4 years of age he considered that eighteen out of twenty ought to be perfect cures, and he considered that the subsequent onset of osteo-arthritis was not necessarily to be expected.
Mr. BANKART said that he had seen a good many cases treated by the Lorenz method, and he thought that the fear of redislocation after reduction had been exaggerated, and that the attitude of hyperextension had been overdone, with the result that in a very large proportion of the cases the head of the femur was in front of, and not truly in apposition with, the acetabulum. He believed that more accurate apposition was obtained when the femur was rotated inwards-especially when there was anteversion of the neck-and he had for some years adopted an attitude of 46' internal rotation and abduction as a routine second position. It was necessary to include the knee bent to a right angle in the plaster. He disagreed with the practice of encouraging or allowing children to walk or crawl in plaster soon after reduction. The development of the hip-joint was favoured by constant pressure of the head of the femur against the centre of the acetabulum. The source of this pressure was muscular retraction and not movement. Movement only served to dissipate the pressure from the centre of the acetabulum. He. did not allow the patients to walk until, there was X-ray and other evidence of stability at the hip-joint. He also deprecated the routine division of the adductors and preliminary stretching or rupture of muscles befbre reduction. He had seen several cases in which, although the hip had been reduced,-the gait was greatly impaired by permanent injury to the muscles. He did not manipulate the limb in any way before reduction, and only occasionally was it necessary to divide the tendon of the adductor longus in older patients. He believed that treatment on these lines gave far better results than could be obtained by strict adherence to the original technique of Lorenz.
Muscular Dystrophy in a Boy aged 7 Years 9 Months. By PAUL BERNARD ROTH, F.R.C.S. NOTHING was noticed wrong until he started to walk at 13 months, when he "rocked" very much, and in getting up from the ground "used to put his hands on his knees as if he was an old man."
On examination there was found to be a paresis of all the muscles of his lower extremities, and of those of the shoulder-girdle in the upper extremities. He was only just able to stand in a severe double genu valgum position, with the two knees together, the two feet wide apart, and the two hands placed on the two knees. When put supine on the floor he was just able to roll over into the prone position, and very slowly and gradually wriggle and draw himself up into the standing position described, by means of a chair; taking two minutes to the whole process, and expending a great amount of energy. There was no fibrillary twitching of the muscles, the condition did not seem to be getting worse, and the boy's intelligence was above par.
I have lengthened the tendo Achillis of each foot, as it had become contracted, and have fitted him with a pair of Thomas's calliper knee-splints, which enables him to stand erect in comfort, to get about the room with much greater ease than before.
Case of Brittle Bones in a Young Man aged 20.
By PAUL BERNARD ROTH, F.R.C.S. THE patient was " rickety from birth," with knock knees: he was operated on for this when aged 10 at St. Thomas's Hospital. He was very small for his age. Five years ago, when aged 15, his legs got weaker and for two years he was not able to walk at all. Three years ago he began to get about again, but this was hardly to his advantage, for he broke in quick succession his left forearm, right thigh, both thighs just above the knee, and his left collar-bone. He now has.
